lived for ten years or more with an ileorectal anastomosis. My regret is that I cannot use the operation more frequently. I feel sure that if I used it on milder cases I should obtain satis--factory results though I might then be criticized for operating upon patients who could continue well under medical measures. If I used it on more severe cases my failure rate would rise sharply and I might feel like abandoning the operation.
I hope that we shall not be over-critical of this operation or condemn it entirely if we experience disappointments for I am sure that there have already been a sufficient number of successful cases to ensure it a permanent place in the treatment of this disease.
Treatment of the Restrictured Rectum
Prior to Ileorectal Anastomosis By A. LAWRENCE ABEL, M.S.1
London I HAVE seen so many people who had had an ileostomy instituted and who hated it, that even -before the war I felt it imperative, whenever possible, to restore bowel continuity in patients who had needed total colectomy for ulcerative colitis. In many cases homes and marriages were threatened with a breakdown, due to the ileostomy.
Before 1939 I had found in 3 or 4 cases that total colectomy and ileorectal anastomosis could be performed with a successful result. Since the Gordon Hospital reopened after the war we have seen some 700 cases of proctocolitis. Of these about 175 have been treated by total colectomy and ileorectal anastomosis. 10 received other surgical treatments, and the remainder were restored to health by medical measures.
In the last ten years I have had 10 patients who presented with severe rectal stenosis. The rectum was so narrow that it would hardly admit the tip of the little finger. When first seen, it appeared that anastomosis of the ileum to the stenosed rectum would never be possible, or, even if it were, it seemed improbable that the lumen could recover sufficiently to have any reservoir-like function. In all these the rectum had a capacity of only one-half to one or two fluid ounces. I determined to try to restore the rectum to a size large enough to enable ileorectal anastQmosis -to be accomplished, so that even these severe cases could have the benefits of normal or nearnormal bowel evacuation as virtually all their less diseased fellow-sufferers enjoyed. By tying a small balloon to the end of a No. 10 gum-elastic or thick-walled rubber catheter, lubricating it and inserting it into the rectum, it was found possible to distend it very slowly and gradually (Fig. 1) . The patients were taught to use a glass syringe and each day to inject into the balloon a few drops more of water than the day before (Fig. 2 ). I have proved that even when the rectum is grossly diseased it can often after treatment be restored to normal size and then behave well after ileorectal anastomosi;s.
In a few cases where active inflammation was present the nse of antiseptic washouts was also taught, and special instructions were given that the treatment should only take a few minutes a day, and the distension be very gradual.
Of the I0 cases, 6 were females and 4 males, whose ages varied from 25 to 61. They had had a history of colitis of from one to nineteen years before surgical treatment. All but one had had treatment elsewhere previously. Most had had total colectomy and ileostomy for from one to eight years. In 2, I had to complete the colectomy.
The rectum was dilated up to a capacity of 5
to a1 fluid ounces. The time taken varied from one to thirty-six months, the average being fourteen months. The first case after nearly ten years has one bowel action a day. 2 patients have two or three. 5 patients have five to six bowel actions per day. to discuss mutual problems has been of tremendous value in improving the morale of patients subjected to this operation. Despite the many advances that have been made both in the technique of ileostomy and in modern methods for its care, there is still a tremendous resistance on the part of the patient to the acceptance of an artificial anus. One has only to consider the present-day increase in the number of anterior resections of the rectum with restoration of continuity in the treatment of carcinoma of the rectum and rectosigmoid to realize that this reluctance is a real problem. Certainly this increase has not been inspired by either surgeons or pathologists, but it has been due almost entirely to the opposition of patients to submit to permanent colostomy life. Even when it is pointed out that restoration of continuity often means a lowered chance of cure there are not many patients who have much difficulty in making the choice. The problem is all the more acute when we come to consider ileostomy for ulcerative colitis because here we are dealing with younger patients, many of whom are on the threshold of professional and family life. Perhaps the greatest resistance to ileostomy comes in the group in which not only the patient but also the parents or guardians have to be considered. The net result of this opposition is that many patients defer operation until the disease has advanced to the point that any surgical intervention is hazardous or malignant degeneration has occurred.
The history of the surgical treatment of ulcerative colitis contains occasional references to sporadic attempts to restore intestinal continuity. Some early papers record the successful outcome of ileostomy closure but these reports often were premature, for subsequent long-term follow-up studies record many failures and few successes. Apart from successful restoration [3] in certain patients with a segmental type of the disease, some measure of success had been attained by the use of subtotal resection of the colon and anastomosis of the ileum to the lower sigmoid colon in those cases in which the ravages of the disease did not extend to this area. It was, however, not until Aylett [4] in 1956 pointed out that in order to achieve success the entire colon must be removed and the anastomosis must be made between the rectum and the ileum that any real progress has been made. There has been always an understandable reluctance on the part of surgeons to utilize the rectum for this purpose for two reasons: viz. the completely unsatisfactory results of ileo-anal anastomoses and a disinclination to use for intestinal anastomosis a
